Introduction {#sec1_1}
============

Spontaneous cholecystocutaneous fistula is a rare complication of chronic calculous cholecystitis because currently gallstones are diagnosed and treated at an early stage. This complication is possible even if it seems actually to be rare.

Case Report {#sec1_2}
===========

A 90-year-old woman was admitted to the hospital with diarrhea of 4 days duration (5-6 small bowel movements per day) and low-grade fever (37.5°C). She had a history of COPD, ischemic heart disease, ischemic stroke with stabilized neurological deficit (tetraparesis, aphasia, swallowing difficulties) and psychosis associated with schizophrenia. She was on parenteral nutrition using a central venous access device (Port-A-Cath^(r)^ device, Smiths Medical, Ashford, Kent, UK) and she was being chronically treated with angiotensin-converting enzyme inhibitors, furosemide and a neuroleptically active isomer of clopenthixol.

On physical examination, she had a 10 × 10 cm erythematous swelling and discomfort of the upper right abdominal quadrant; the skin and mucosae were dry. Arterial pressure was 100/60 mm Hg, heart rate was 100 bpm and O~2~ saturation in ambient air was 95%. Laboratory investigation revealed: leukocytosis (WBC 18,030/mm^3^, reference range 4,200-9,000) INR 1.30, BUN 49.5 mg/dl (reference range 7.0-23), serum creatinine 1.89 mg/dl (reference range 0.50-1.20), serum albumin 2.1 g/dl and serum calcium 7.0 mg/dl (reference range 8.5-10.5). Total bilirubin, serum concentrations of AST, ALT and LDH, amylase and lipase were within the normal reference limits. Transabdominal ultrasonography (fig. [1](#F1){ref-type="fig"}) showed a gallbladder with abnormalities of the wall, a single gallstone 2.8 cm in diameter impacted in the infundibulum and a fluid collection of 6 × 7 cm with irregular margins containing fluctuating echoes adjacent to the anterior abdominal wall of the upper right abdominal quadrant. Abdominal computed tomography (CT) was performed; it confirmed the ultrasonographic finding and also showed notable communication between the gallbladder and the subcutaneous abdominal collection (fig. [2](#F2){ref-type="fig"}).

A diagnosis of spontaneous cholecystocutaneous fistula with an abdominal purulent collection was reached. Due to the high anesthesiological risk of the patient, a conservative management was carried out with fluids, broad-spectrum antibiotic, albumin and calcium supplementation. CT drainage of the purulent collection was also carried out (fig. [3](#F3){ref-type="fig"}, fig. [4](#F4){ref-type="fig"}). Both clinical and laboratory parameters substantially improved during the following two days, but on the third day of hospitalization, the patient died from a sudden arrhythmic event.

Discussion {#sec1_3}
==========

Spontaneous cholecystocutaneous fistula was a common complication of gallstones until the beginning of the twentieth century and a total of 226 cases have been reported until now \[[@B1]\]. At present, spontaneous cholecystocutaneous fistula is a rare complication of chronic calculous cholecystitis because currently gallstones are diagnosed and treated at an early stage \[[@B1]\]. Most patients are females over 50 years of age, and an erythematous skin lesion may be the only presenting sign. It has been suggested that associated diseases (polyarterites nodosa, typhoid, bacterial dissemination, and trauma) or drug treatments, such as steroids, may be predisposing factors \[[@B1]\]. External fistulas have been reported as a result of the chronic perforation of the gallbladder, and obstruction of the cystic duct by a stone plays an important role in the pathophysiology of perforation; adherence to the abdominal wall and necrosis of the gallbladder lead to fistula formation \[[@B2]\]. The clinical presentation of a cutaneous biliary fistula is variable and depends on the anatomical course; an external fistula drains more frequently in the right superior abdominal quadrant, right flank or umbilicus, even if the opening fistula tract may be present in the left-side costal margin, right-side iliac fossa, right groin or right gluteus \[[@B1]\]. Ultrasonography and CT are presently the best imaging modalities for diagnosing this complication, and laparoscopic cholecystectomy has been suggested as a definitive treatment modality. However, percutaneous treatment can be considered in high-risk patients \[[@B3]\].
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![Transabdominal ultrasonography. Upper quadrant: gallbladder with abnormalities of the wall, a single gallstone of 2.8 cm of diameter impacted in the infundibulum. Lower quadrant: fluid collection of 6 × 7 cm with irregular margins containing fluctuating echoes adjacent to the anterior abdominal wall of the upper right abdominal quadrant.](crg0004-0356-f01){#F1}

![CT. Upper quadrant: gallbladder with a single gallstone 2.8 cm in diameter impacted in the infundibulum. Lower quadrant: fluid collection of 6 × 7 cm adjacent to the anterior abdominal wall of the upper right abdominal quadrant.](crg0004-0356-f02){#F2}

![Purulent appearance of the abdominal collection.](crg0004-0356-f03){#F3}

![CT drainage of the abdominal fluid collection.](crg0004-0356-f04){#F4}
